. Commonly used for prenatal care (Lathrop, 2013) , diabetes (Burke & O'Grady, 2012) , and chronic pain (Geller, Kulla, & Shoemaker, 2015) , among other conditions, these visits typically bring five to 20 patients to the same space for medical care, health education, and peer support. Depending on the group visit model, the same patients may be present at every session or patients may drop in; regardless, sessions typically last 1 to 2 hours and include group conversation as well as individual medical care. The clinician(s) may conduct medical visits semiprivately and one at a time or in a circle with other group members listening and even participating (Barud, Marcy, Armor, Chonlahan, & Beach, 2006; Rising, 1998) , and typically bill insurance companies as they would for an individual visit. Group visits are designed to improve health outcomes, increase access to care, and give patients opportunities to support each other; this peer interaction is an essential part of most models (Geller et al., 2015; Noffsinger, 2012; Rising, 1998) . Integrative group medical visits share most elements of these other programs, with the addition of complementary health approaches provided alongside biomedical care.
Many observational studies and a small number of intervention trials have found that patients participating in group visits have comparable, if not better, health outcomes than standard care for a variety of health conditions, including prenatal care and diabetes (Edelman, McDuffie, Oddone, Gierisch, & Williams, 2012; Lathrop, 2013; Novick et al., 2011) . Qualitative literature on group medical visits has typically used interviews with patients and/or clinicians, and suggests that the group setting can result in a relationship between patients and clinicians that is distinct from the typical power dynamic in standard care, can increase both groups' satisfaction with care. For example, Lavoie and colleagues (2013) argue that group visits create contexts in which patients and providers "co-produce" a clinical encounter that is distinct from individual care. This coproduction allows providers to understand the social context of patients' health, and allows patients (in their study, primarily low-income Canadian adults) to feel safer and more trusting of clinicians. They conclude that " [w] hile power relations between providers and patients remain in [group visits], the group process appears better able to mitigate the impact of power differentials" (Lavoie et al., 2013, p. 8) .
In a review of research on the Centering Pregnancy model, Massey, Rising, and Ickovics (2006) claim that group prenatal care "reduces the paternalism so ingrained in our health care system and strengthens the providerpatient relationship by making them partners in care. The group [dynamic] reduces the power differential between a woman and her health care providers" (p. 288). They argue that both providers and patients bring relevant knowledge and experience into the group visit setting. In a review of qualitative and mixed-methods literature on group visits, Kirsh and colleagues (2017) found that group visits can lead to more equitable patient-provider relationships than standard care, suggesting that the presence of multiple patients and the extended amount of time patients and providers spend together allow for more informal and trusting relationships and even friendships. These studies did not include observation of group visits, which allows for further understanding of the processes by which patients participate in their own and each other's care; in addition, Lavoie and colleagues examine the Canadian context, in which health care is more accessible to marginalized populations than in the United States.
Many advocates of group visits view them as a way to reduce health disparities and address injustice within health care by improving access to care and empowering patients (Geller, Kulla, & Shoemaker, 2015; Rising, 1998) . Group visits have been implemented in a variety of settings including private practice, large health care systems, and community health centers. The four organizations in this project are community health centers (also known as Federally Qualified Health Centers), which provide some care in group visits but the majority of care in brief individual visits. Community health centers developed out of the Civil Rights Movement, with a focus on addressing social determinants of health in addition to providing primary care. These organizations receive federal funding to support their mandate of caring for lowincome people, including the uninsured, people with disabilities, undocumented and recent immigrants, and others who live with ongoing trauma or social isolation. Community health centers retain some of their original emphasis on community participation; many are at the forefront of innovations such as patient-centered care models, and offer services not traditionally part of medical care such as free exercise classes and access to healthy food (Lefkowitz, 2007) .
Social marginalization and other forms of chronic stress are strongly associated with morbidity and mortality from chronic conditions (Hilliard, Joyce, Hessler, Butler, Anderson, & Jaser S, 2016; Lee, Tsenkova, & Carr, 2014; Sinnott, Mc Hugh, Fitzgerald, Bradley, & Kearney, 2015) , including conditions such as diabetes and chronic pain that are commonly addressed in group visits. Researchers and policy advocates aligned with the Black Lives Matter movement have called for universal access to health care and "reparations focused on healing ongoing physical and mental trauma" (Movement for Black Lives, 2016). They demand increased investment in health care for all, encouraging community control of health services by those who have suffered most from poor quality and discriminatory care, including Black Americans, undocumented immigrants, and transgender people. Their call is echoed by patients and clinicians who participated in this research, who spoke clearly to the effects of physical and mental trauma on the health of individuals and communities, and the potential for truly therapeutic care-including group visits-to help people move from suffering and isolation toward individual healing and community participation. Some of the programs in my research normalize inclusion of people with physical disabilities and mental illness, as well as integration of undocumented immigrants and people across racial and ethnic backgrounds.
This article draws on social science theories of multiple knowledges to help explain patterns of interaction between patients, their peers, clinicians, and other health care staff. Medical care has typically been structured with doctor/expert and patient/layperson as the two central roles and forms of knowledge, and a general assumption that the clinician is the expert in any interaction. DavisFloyd and St. John (1998) argue that this is a necessary element of the dominant technocratic approach to medicine, but results in a loss of authority and responsibility for the patient. Social scientists have disagreed about whether and how lay/patient knowledge about health reflects a form of expertise. Popay and Williams argue that " . . . experience is checked against life events, circumstances, and history, [and] lay people acquire an 'expert' body of knowledge, different from but equal to that of professionals" (1996, p. 760) . Prior (2003) counters that the rise of "patient-centered care" and attention to patients' perspectives on health have eroded the dominance of professional knowledge, and that lay knowledge is overvalued in medical sociology. Related research on authoritative knowledge has largely focused on healthrelated experiences outside of clinical settings. Social scientists have found that some people develop "syntheses of biomedical, lay, and bodily knowledge" in an attempt to reconcile medical advice with lived experience (Millard & Kingfisher, 1998) , and that these syntheses of knowledge have substantial effects on eating and other health-related practices (Potter et al., 2016) . Writing about ethics of care among people struggling with addiction and their families, Garcia describes how laypeople's medical and technical knowledge changes their experience of health and illness, and argues that support from peers and families is essential when medical and other institutions neglect to provide needed care (2010) .
Although group medical visits are being implemented in community health centers across the United States, research has rarely examined the experiences and relationships of patients and clinicians participating in this form of care across multiple sites and health conditions (Kirsh et al., 2017) . In this article, I highlight how receiving care together can shift the traditional patient-provider power dynamic and create relationships of care between patients, potentially interrupting the reproduction of inequalities in health care. Using observation and interview methods, I focus on low-income adults, primarily people of color, receiving care in four U.S. community health centers. I examine the changing social relations that accompany these new forms of care, including greater patient participation and mutual support, and an expansion of the role of patient knowledge in the clinical setting. In many group visits, health care providers and patients act to refute hierarchical relationships and unequal care practices that are common in standard medical care. As I show below, the structure of group medical visits allows providers to utilize extended time with patients and the presence of peers to make patient knowledge central to the care process. In the course of conducting group visits, many providers come to view patient knowledge as a form of expertise, something that can be leveraged and shared as care that benefits other patients in the room (Kennedy et al., 2009; Lavoie et al., 2013) .
Methods
This article is part of a larger, mixed-methods study that examines how group medical visits and integrative health care (also known as complementary and alternative medicine) are being combined and implemented for lowincome people with chronic conditions in the United States. Data were collected at four organizations in the San Francisco and Boston metropolitan areas between March and August 2016.
2 These organizations include county-run health clinics and nonprofit community health organizations. All offer primary care at multiple sites, and serve low-income families, including uninsured people and recent immigrants. The four organizations were chosen for their robust group medical visit programs; all have offered group visits for at least 10 years. Most began by offering the Centering Pregnancy model of group prenatal care or group visits for diabetes care, and have since expanded to offer a variety of group visits including some that incorporate complementary health approaches such as yoga, acupuncture, and meditation. None of the organizations has a specific focus on integrative health care; rather, it is one of several innovative approaches to care such as integrated behavioral health care, food access programs, and exercise classes that are offered at some clinic sites. Although integrative health care is not the explicit focus of this article, it will be further explored in future publications.
Data for the project include ethnographic observations of group visits, as well as qualitative interviews of both patients and staff. Interviews and participant observation were conducted in English and Spanish. In conversation with clinicians involved in directing or coordinating group visit programs at each organization, I identified clinicians and other staff of integrative group visit programs as potential participants. All staff involved in integrative group visits were invited to take part in a one-on-one semistructured interview and be observed providing care in a group visit. The content and scope of staff interviews was iteratively adjusted to explore themes that emerged in ethnographic observation of group visits and in ongoing patient interviews. A total of 28 staff interviews were completed by phone or in person; staff members included physicians, health educators, and other clinicians and support staff. Participants provided written consent and received a US$25 gift card. Interviews were audio recorded and transcribed verbatim.
I conducted participant observation of 20 different integrative group medical visits at eight clinic sites across four organizations; observations were structured to collect data on patient-provider and peer relationships and serve as an opportunity to recruit patient participants in this study. Observation focused on interactions among patients and between patients and providers; in addition, I was sometimes invited to participate in group activities such as yoga or discussion. Eight groups focused on chronic pain; the remainder included groups focused on treatment modalities, including yoga and acupuncture, as well as groups focused on population or health condition, including men's health and opioid addiction. Programs varied tremendously in duration, frequency of meetings, and stability of membership; some accepted new patients at each session, others served the same patients over time. Group visits in this study generally included multiple staff, including a licensed clinician (typically physician or nurse practitioner), as well as one or more support staff such as a health educator or medical assistant. Throughout the article, I use the term "clinician" to refer to licensed providers, and "staff" to refer to health care workers more broadly, including clinicians. All patients and staff provided verbal consent at the time of observation; observations were recorded in detailed field notes.
While observing group visits, I typically invited all patients to participate in individual interviews. Eligibility criteria included age 18 or older, verbal fluency in English or Spanish, and willingness to participate in one semistructured interview about their experience with integrative group visits. I interviewed 25 patients by phone or in person; participants provided written consent and received a US$25 gift card. Demographic data were collected through a brief questionnaire.
Interview transcripts were analyzed using grounded theory methods, including coding and memoing (Charmaz, 2006) . Field notes and interview transcripts were coded using the qualitative data management software Dedoose. I developed a list of codes and subcodes in Dedoose, iteratively adjusting the code list as additional materials were coded, and refined the list of codes through ongoing memo writing and discussion with colleagues of emerging themes in the data. Emerging themes related to interaction, relationships, and how patients and providers participate in care were used for this article. Constructivist grounded theory, as practiced by Charmaz and others, "sees both data and analysis as created from shared experiences and relationships with participants and other sources of data" (Charmaz, 2006, p. 130) , and allows for examination of the co-construction of this approach to care by the stakeholders involved. Alongside grounded theory methodology, the decision to incorporate both patient and provider perspectives is framed by a theoretical approach that values multiple forms of knowledge (Millard & Kingfisher, 1998; Prior, 2003) . Studying the experiences of health care staff gives attention to those who shape how group visits happen and hold power over how medical care is delivered. Studying the perspectives of patients receiving care in safety-net settings highlights how they participate in, resist, and help shape the kinds of care that are offered to them. All study procedures including observation and interviews were conducted with the approval of the University of California San Francisco Internal Review Board (Study #15-18421). Informed consent was obtained from all participants.
Findings
Twenty-eight staff involved with group medical visits participated in interviews (Supplementary Table 1) , as did 25 patients (Supplementary Table 2 ). In interviews and observations with patients and staff, I found that participating in group visits dramatically affected providers' and patients' experiences of giving and receiving care. In this section, I delineate specific practices that differentiate the process of care in group visits, allowing for participatory interactions for both patients and providers, and thereby refuting some of the hierarchy typical in individual care. In the course of observations and interviews, I found that (a) patients participated in group visits in ways that were distinct from individual care, and group visit providers expressed confidence in patients' ability to develop and act on medical knowledge; (b) providers participated in group visits in ways that were distinct from individual care and drew on their own multiple forms of knowledge; (c) patients participated in each other's medical care by challenging, supporting, and advocating for one another. Building on existing literature about how group visit participants can co-create an alternate form of clinical care with the potential for more equitable relationships between patient and provider (Kirsh et al., 2017; Lavoie et al., 2013; Massey et al., 2006) , this article provides detailed analysis of the processes and practices that allow for patients to meaningfully participate in their own and each other's health care.
"Twelve Doctors in This Group": Work Patients Wouldn't Do in Standard Care
In a men's health group that I observed, six men with prediabetes or hypertension met with their primary care doctor and a medical assistant, also men. When patients arrived, they appeared practiced and confident checking their weight and blood sugar and filling out paperwork about vital signs and medication refills. They chatted while helping each other with the blood pressure cuff, then joined the medical assistant in preparing vegetable egg muffins in the kitchen part of the group space. The doctor briefly checked in with individual patients at a desk in the room, as quiet music played.
Checking vital signs, including blood pressure, weight, and sometimes additional items such as blood sugar or pain levels, is a standard part of both individual care and most group medical visits. In group visits I observed, staff shared medical and technical knowledge with patients, and demonstrated their confidence in patients' ability to develop this knowledge and use basic medical technologies, such as those used for vital signs. In some programs, patients checked their own vital signs and helped each other when assistance was needed. As in the men's health group, patients would note their vital signs on a form that included data such as medication refill needs, pain scales, or questions for the clinician. This information was later entered into the electronic medical record by staff. When I asked a patient in the men's group whether he had known how to check his vital signs before joining the group, he answered, No, I didn't even know how to put on a sphygmomanometer cuff . . . [a staff member] showed me . . . I can't put it on by myself . . . there's always somebody there to help with the cuff . . . it took, you know, six months of doing it once a month to figure out how to work the blood sugar things . . . now I know how.
I mentioned that the patients looked comfortable checking their vital signs and he answered, "It's because of the group. I didn't know how to do any of this . . . this is a very cool thing." It is notable that this patient not only felt comfortable checking his vital signs with assistance from peers but also used the technical term for a blood pressure cuff. The practice of patients checking and documenting their own vital signs is also a core part of Centering Pregnancy, a group prenatal care model that had been implemented at all four of my research sites and influences other group visit programs. At other sites where staff checked patients' vital signs, results were sometimes shared publicly on a whiteboard for all to review. At one organization, patients who attended weekly chronic pain groups were not required to check vital signs at every session. When I asked a patient about this, she said, "Sometimes we do, sometimes we don't . . . we decide." At that organization, patients were asked to fill out paperwork about their pain and health goals, and a medical assistant was available to check vital signs when patients decided to or clinicians requested it. A clinician told me they did not need vital signs to bill patients' insurance (and had determined they were not clinically necessary on a weekly basis), but would check them if the patient or clinician wished to.
Many staff noted that patients more readily absorbed health-related information when it came from their peers rather than from a clinician, and talked about patients' health-related interactions with each other as the most important part of what happened in group medical visits. In a group for Spanish-speaking people with diabetes, Sushil, 3 a clinician, told the 12 patients, "no hay un medico en este grupo, hay 12 medicos!" (there isn't just one doctor in this group, there are 12 doctors!), making the case that they could provide valuable medical care to each other. His comment mirrored the words of a support staff person that "this [group visit] is part of a culture change where the provider learns to share the care." Patients in group visits frequently challenged and supported each other in ways that providers could not or would not do effectively, taking on work that is the provider's role in an individual visit.
In the diabetes group, Sushil asked each patient to share a recent success. One patient said he had not had any successes, explaining that he could not eat healthy or take medications regularly because of his job selling ice cream out of a mobile cart. Another young woman shared that she had recently started taking better care of herself despite the challenges of being a single parent of four children. Looking at her fellow patient, the ice cream seller, she said firmly, "you have to take care of yourself because of love for your family!" A working parent herself, she could relate to the competing demands of selfcare and caring for a family that made it hard for him to treat his diabetes, but she was confident that he could find a way to take his medications because she had done so. This patient had experiential authority that allowed her to challenge another patient without negative repercussions. Such legitimacy comes from being a peer with similar experiences and challenges, something Sushil's professional expertise and medical authority may not have provided. He did not see this woman's experiential knowledge as secondary to what he was offering, but as a legitimate, even authoritative element of other patients' care. In an interview, he explained how he viewed the patients' role in group visits, saying they should "teach each other and coach each other," work typically seen as belonging to health care staff. Like many clinicians I spoke with, Sushil challenged the hierarchy of typical patient-provider interaction, arguing that medical expertise is not the only authoritative or valuable form of knowledge.
Because group visits take place within clinical spaces, they must align with certain hierarchical standards of medical organizations and insurance companies. For example, before the use of electronic health records, many group visit programs would give patients their medical charts to note vital signs and other information that would become an official part of the chart. However, patients in the clinics I observed were not permitted to access their electronic medical records; instead, they typically wrote on paper, and staff later entered the information into the electronic record. Small shifts, such as inviting patients to make decisions about whether and how vital signs are taken-a routine rarely questioned in medical practice-were one of the ways that patients and staff refuted hierarchical practices by changing the process of care. In some cases, patients described making decisions themselves about when to check vital signs. In other cases, patients willingly helped to provide each other's medical care by assisting each other with vital signs. As evident in these examples, staff assumed patients were capable of taking on specific elements of medical knowledge and practice, doing so accurately with staff members available to provide interpretation of results or negotiate conflicts that might arise between patients.
Serving Patients Water: Work Providers Would Not Do in Standard Care
Later in the men's health group, a female health educator arrived to lead a dance lesson. The patients and doctor stood in a circle, and the health educator led gentle stretches. Patients were smiling as the health educator taught them a routine to upbeat music playing on her phone. "Just move, it doesn't matter!" one patient told his confused neighbor. One man said, "next month they're gonna hire us!" and another, "we're gonna live 15 years longer!" When the lesson ended, everyone clapped. The doctor had been dancing too and asked, "did anyone notice it was a little easier this time?" He poured water in cups and served each patient as they chatted about sports. This was one of many times that I observed clinicians in group visits undertaking activities that they would be unlikely to do in a standard office visit. In a typical clinic setting, there is an emphasis on clinicians doing work that only they can do, and only that work. In group visits, clinicians often participated in some of the same activities as patients, and engaged in activities that would elsewhere be seen as the domain of support staff. Although clinicians were there to share their medical knowledge, they used multiple forms of knowledge and experience.
In the group described above, the doctor provided individual medical care, danced with his patients, and served them water. In many group visits, clinicians shared information about their own lives that they said they would not be as open about in standard care. For example, in most groups I observed, providers included themselves in group "check-ins," discussing their own health goals alongside their patients. Badra, a clinician, explained that she started a chronic pain group in part because of her own experience:
I also have chronic back pain and I found as a provider . . . I could be sympathetic or empathetic to what's going on . . . Do I bring in my history? Not too much, but sometimes I will . . . if I'm assessing how their pain scale is, I'll let them know how I am doing today too.
In addition to providing medical care, Badra at times provided her own vital signs as a point of reference for her patients.
In observations and interviews, it became clear that many patients and staff saw anyone in the group space as a participant. Staff involved in group visits acknowledged that they held expert and experiential knowledge, and used both in the group setting. Clarissa, a group facilitator, said, "Everybody in the group is a participant . . . The [medical] residents who come in participate . . . Nobody is just sitting there watching and listening." My own attendance at group visits was ostensibly to introduce my research, observe and collect data. However, I often was also invited to participate in group activities, whether "checking in" at the beginning of group, sharing food patients had cooked, or doing yoga. Patients in some groups described support staff (such as medical assistants or health educators) as "group members." These support staff were more often people of color than clinicians, as were the majority of patients. One patient said about a support staff member, He's also one of us, because . . . he has the same issues that we do. A patient named David at another clinic extended this insight, explaining that in group, "You feel like you're a community and not just a patient and a doctor . . . It's essential to our health to have that ability to come and be social . . . and get to know each other." David was not alone in making the case that such collective experiences of health improve patients' health in ways that are different from many individual health care encounters. Patients described group visits as reducing the power differential between medical staff and patients but did not describe friendships with providers, which Kirsh and colleagues (2017) report as one result of more equitable patient-provider relationships in group visits.
Many clinicians spoke extensively about the benefits of minimizing their "expert" voice or presence in group, while seeing themselves as holding particular kinds of knowledge that were different from patients' knowledge. "Stepping back" and "getting out of the picture" were terms used to describe a facilitation technique that some clinicians emphasized as a key part of their role and experience in group visits. This technique was exemplified in different ways. One clinician said, " . . . if I can get myself out of the picture I think that's really important just because of what I represent as a provider," later indicating that as a provider, her presence could be intimidating to patients. Other clinicians mentioned reducing how much they speak. One said in an interview, "My goal is to talk as little as possible" and another explained, " . . . It's really good practice for me to keep my mouth shut! . . . just to listen to people and not jump in." For these clinicians, stepping back is about speaking less, leaving space for patients to participate and take part in shaping discussion. Clinicians who reported that they practiced stepping back sought to remain attentive and provide input when patients requested it or when they perceived their specialized knowledge was needed, but also saw patients as having different kinds of knowledge that are a valuable part of the care provided. A clinician named Diane described how she intervened if patients shared information she saw as medically incorrect:
If it comes to a standstill, people are just scratching their heads, or people are just saying things that really are not correct, like, "yeah you can drink all the juice you want, it's really good for you when you're pregnant!" then I do step in, and I go "well, actually . . . " but it's in that kind of mode of almost, not peer exactly, but kind of a sharing.
Diane affirmed that providing clinical information is an important piece of the provider's role in group visits, just as in individual care, even as she described herself as playing a more peer-like role than in individual practice.
Practicing this way required a kind of retraining. When asked where they learned to step back while providing care in group visits, clinicians mentioned observing peers who practiced in groups visits or attending trainings with the Centering Health Care Institute, one of few organizations that provide formal training in group visits. Diane was perhaps most explicit in explaining how training in group facilitation shaped the way she practiced, saying the Centering Institute trainers "kinda gave me permission" to "just shut your mouth and let [the patients] talk." Multiple clinicians described group visits as being the only place where they could practice the kind of medicine they found most helpful: an approach in which patients had time to share their experiences and there was adequate space for patients and providers to develop therapeutic relationships.
"Call You in the Morning, Call You at Night." Peer Relationships as Medical Care
The primary difference between group medical visits and standard care is that there are multiple patients present. Group visits include interaction between patients, and these interactions are often part of each other's medical care. I argue that patients in many group visits actively participate in each other's care by challenging and supporting each other with adhering to self-care practices, and advocating for each other in interactions with clinicians.
Dannie'lle, a patient in a group visit for chronic pain, lived with pain from a congenital disease, as well as mental health issues she described as "manic depressive schizophrenic bipolar." When we met, she had participated in the group cofacilitated by a clinician and a mental health provider for over a year. A regular participant in their weekly sessions, Dannie'lle told me about plans to sell a book of poetry she had written and use the proceeds to buy a laptop that group members could share for things such as job applications. She described how months earlier, she had unintentionally begun speaking in the group about a current mental health crisis:
I'd found some friends [in group] and then I kinda started opening up. When I had the-I call it my break when I was really mad at my mom, I wanted to kill her and everything . . . I had to apologise to group because I was like, I don't want you guys to see this side of me . . . It surprised me that most of them actually understood and they had similar maybe child trauma or abuse . . . that happened in their past with their parents . . . They were texting me their most inner secretive things you wouldn't share with people . . . It got them to open up about things really bad that happened to them.
I asked Dannie'lle whether other patients shared their traumatic experiences with the whole group, and she clarified, "They didn't actually come to group and tell but they shared it with me," allowing her to give as well as receive support. When I asked whether the experience changed her ideas about what she might share with the group in the future, she answered, . . . That was something initially I wouldn't have shared but after I did, the response that I got-in that it helped other people-made me think maybe I could open up more about my mental problems and anger issues with the group, because they were more understanding then I thought they would have been . . . I thought [group] was just for the physical pains that you are having because that's what pain and wellness-But [the staff said],"No, the wellness is to make you well, to help heal you in whatever way." . . . It helped [the other patients] when I was going through it and venting it. I didn't think it was actually to help them, but it was helping me to let it go.
[But] in hindsight, it did help them. In the future if I was having another break, yes, I would probably share it again because it might reach someone who I didn't reach the first time.
Dannie'lle's story shows how group visit staff created conditions that connected pain treatment, wellness, and the work of healing. Providers acknowledged that peer support alongside expert intervention could produce all of these, and encouraged patients to support each other as part of accessing care. This case exemplifies how patients participated in their own and each other's care in group visits, in this case disclosing traumatic experiences and receiving emotional support from peers instead of or alongside medical providers. Garcia (2010) writes about peer relationships among people struggling with addiction, Within the clinic the idea that the other's suffering is our own is not abstract; it is visceral. How might those in the throes of pain help to heal each other? How might the suffering of others and the painful forms of recognition it evokes be a force for care and not a crippling force? (pp. 67-68) In presenting her vulnerability, Dannie'lle did not feel stigmatized, and indeed her experience in the group resulted in seeing herself as a force for care for others with chronic pain and trauma. She did not initially intend to share the details of her mental health crisis but was glad she did. Her unplanned disclosures resulted in a referral to ongoing mental health care, closer connections to peers, and mutual support. Garcia (2010) shows how, in the context of drastically inadequate access to medical care for addiction, peers and family members provided tremendous support with limited positive results. In contrast, Dannie'lle developed relationships of care with peers because she had access to frequent health care with peers present. In turn, she accessed additional mental health care because she shared her story with her peers. Where Garcia observed people who were a force for care in the absence of needed health care, Dannie'lle acted as a force for care alongside health care staff, within an innovative and accessible clinical setting where she simultaneously experienced medical and mental health care and mutual peer support.
Many staff noted that patients more readily absorbed new information when it came from their peers rather than from a clinician, and talked about patients' health-related interactions with each other as the most important part of the group visit. Marie, the facilitator of a group for patients living with mental illness, described how group members supported one woman who struggled to give herself the daily insulin injections she needed. Marie explained the strategies that the group developed to support her:
[She] goes through these periods where she just will not take her [insulin] . . . she's got this kind of like, "I don't know, it's just hard to remember. I just didn't take it." We've tried everything. Can you line it up with your favorite TV show? Can you set an alarm on your phone? And the group members are like, "Okay I'm going to call you. I'm going to call you in the morning, I'm going to call you at night." They're like that. They're not in denial about each other's medical issues . . . they feel empowered in the group, like "this is our group . . . " She needs that call every morning and night to take her meds, but it needs to be from another patient. It can't be from me.
Marie noted that, after the reminder phone calls from the group members and her subsequent more consistent use of insulin, this woman's blood sugar levels went from being dangerously high to stabilizing within the range considered "good control." Other patients supported her through frequent contact and accountability that began within a clinical space, and continued outside of it. The patients' willingness to call their peer twice a day exceeded the parameters of Marie's job, and she was confident this care was more effective coming from patients. Like Dannie'lle in the story above, these patients became a force for care; they and Marie challenged the hierarchy of typical patient-provider interaction. She argued that medical expertise is not the only authoritative or valuable form of knowledge that can improve patients' health, and that patients' expertise has value for their peers.
In some group visits, I observed patients advocate for each other with clinicians. In a chronic pain group, a clinician named Izumi provided brief medical consultations in a circle, making referrals and refilling medication with patients listening to each other's visits. A patient named Berla asked whether she could see a podiatrist, and Izumi questioned why she needed the podiatry visit. Berla seemed confused and another patient offered to clarify, explaining to Berla that "Izumi needs to refer you, and wants to know what the referral would be for!" Berla explained she wanted a podiatrist to check her orthotics; after 19 years wearing the same ones, she felt they were worsening her chronic pain. Izumi quickly agreed to the referral and they moved on. Here, patient and provider were operating within the confines of a health care landscape where insurance would not pay for a specialist visit without a referral from a primary care provider. The patient and clinician seemed confused, and another patient briefly intervened to make sure they understood each other. This advocacy allowed the visit to move forward without conflict, and the patient's medical need was met. In an individual visit, this interaction might have become adversarial, or the patient might have dropped the question rather than risk a tense interaction. Instead, a misunderstanding was quickly resolved, allowing the clinician to make the appropriate referral, the patient to see the podiatrist, and the group to move on to another person's care, all aided by the momentary intervention of another patient.
These examples and others demonstrate how safetynet patients can participate meaningfully in each other's medical care, even within the constraints of clinical settings. The presence of peers makes space for patients to informally share knowledge of how to navigate the health care system, and to model successful communication with clinicians in ways that allow others see how to get what they need. These interactions took place in sessions where patients with chronic conditions received medical care, shared snacks, asked and answered each other's health questions, and participated in meditation, acupuncture, or other complementary health approaches. While they depended on their health care providers' professional expertise, they benefited also from their peers' willingness to challenge, support, and advocate for each other. As a patient named Ruth succinctly described the women in her group visit: "We're encouraging each other . . . Let me see if you can do it, and we do it together, and we watch each other . . . We amplify each other, we lift each other up."
Discussion and Conclusion
In this article, I add to the substantive literature on group medical visits as an innovation in health care delivery. Such research has focused primarily on health outcomes (see, for example, Edelman et al., 2012; Homer et al., 2012) . In contrast, I have delineated some of the key practices that allow for participatory care in group medical visits at four community health centers in the United States, improving patient and provider satisfaction with care and representing a potential challenge to the hierarchy of typical patient-provider interaction. I find that the presence of multiple patients is a distinct element of the process of care. It affects how both patients and providers act in the medical interaction, and, thus, changes relationships between them. In addition, I argue that patients participate in their own and each other's medical care while giving and receiving peer support.
The current standard for individual medical care includes extremely abbreviated visits that may be unavoidably rushed and transactional and exacerbate health care inequalities (Fiscella & Epstein, 2008; Sweet, 2012) . In group visits, patients share the provider's time and attention for an hour or more. In addition, they have opportunities to offer and receive care, support, and advocacy alongside their peers (Lavoie et al., 2013) . Previous research on group visits has included community health centers and other settings serving low-income or otherwise marginalized patients, and has also shown the benefits of group visits for patients in other settings including private practices and specialty care such as cancer survivorship programs and bariatric surgery follow-up (Kaidar-Person et al., 2006; Noffsinger, 2012; Reed, Partridge, & Nekhlyudov, 2015) . Staff and patients in my research all agreed that some patients would never choose to receive care in group visits, either because of discomfort with sharing their medical history or discomfort in group settings for other reasons. However, it is clear that group visits are not a form of second-class care for patients with limited health care access, but have unique benefits that appeal to patients with a wide variety of health concerns and life circumstances.
It is notable that when asked about challenges and limitations of group visits, the patients and staff members I interviewed had overwhelmingly positive feedback about the programs, and this is both a strength and a limitation of this study. All agreed that group visits should not be mandatory in any setting, and some patients and staff thought that particular personal characteristics made clinicians more suitable for group visits. There were varied perspectives on how much group visits could or should replace individual primary care, and whether it was better for patients to participate in intensive short-term cohorts or long-term programs with flexible drop-in membership. Future research could include the perspectives of patients and staff who had participated in group visit programs and then stopped participating, and should explore the strengths and weaknesses of programs with different durations of participation; this would likely provide more insight into the limitations of such programs.
Another limitation of this study is that more than 60% of the patients in the interview sample had at least some college education, which is not typical for a safety-net clinical setting. Only 25% of patient interviewees had completed an associate's degree or higher, however, and the mean age of the sample was 58 years, indicating that interviewees would may be unlikely to complete a degree program if they have not already. It is possible that interviewees had higher levels of health literacy and healthrelated knowledge than other participants in group visits. It also seems likely that more educated patients selfselected for participation in this university-sponsored research study. Although this sample appeared to represent a cross-section of group visit patients at these clinics in terms of health and socioeconomic status, future research should include targeted sampling to learn about the experiences of patients with lower levels of education who participate in group visit programs. Such sampling could provide more insight into the benefits of group visits for improving health literacy and technical/medical knowledge.
Care in group visits is provided in ways that align with insurance company requirements and clinical guidelines used in standard care. The programs I describe provide integrative health care, combining medical care with complementary health approaches such as acupuncture, yoga, or mindfulness. Yet, the patients and staff in these programs also take part in the rushed, high-volume individual care that is standard in community health centers and other settings. A critique of group medical visits might suggest that they are a way of teaching patients to be more successfully socialized into medicine through increased self-surveillance (Armstrong, 1995) . Because these programs operate within a hierarchical system, patients' knowledge claims are subject to constraints. In group visits, as in the rest of health care, clinicians are the dominant group, holding control over resources and treatment approaches that affect patients' lives. My analysis partially refutes this critique by demonstrating how multiple forms of knowledge can be made visible and actively challenged and legitimated in a clinical setting. These findings suggest that patients' embodied and experiential knowledge is synthesized with medical knowledge, and that although group visits do not entirely evade medical hierarchy, they may create spaces for patients to dissent or resist clinicians' authority or treatment recommendations.
Building on the literature of multiple knowledges and lay/expert knowledge divides, I detailed settings in which both patients (typically seen as laypeople) and providers (typically seen as experts) are assumed to have syntheses of multiple kinds of knowledge, including medical and experiential knowledge, and take on new activities and responsibilities (Potter et al., 2016) . The presence of multiple patients in the same clinical encounter means patients, through their very participation, shape the group and the role it plays in their lives and in clinicians' practice. Where in individual visits, the roles of patients and providers are taken for granted, group visits demonstrate that these roles can be flexible: Patients can take vital signs and follow up with each other about medication adherence; providers can share about their own lives and act as facilitators or coaches, not purely experts (Gray, Ross, Prat-Sala, Kibble, & Harden, 2016; Massey et al., 2006) . This is possible when clinicians have enough time to both provide needed care and act outside of their typical clinical role. Group visits' structure allows clinicians to make space for and actively value patient knowledge as relevant to clinical care; they give up the assumption that their medical and technical knowledge is the only authoritative knowledge, and see patients' knowledge as beneficial to their peers. Such shifts demand critical reflection about to what extent hierarchy is necessary in medical care, and what kinds of knowledge are important to improve health. In group visits, staff and patients benefit not only from the knowledge of the health care provider(s) present but also from the syntheses of knowledge brought by all group attendees. Many clinicians in this study viewed the knowledge that patients bring as not only valuable and even authoritative, but also as constituting a form of care in itself. Patients, in turn, viewed clinicians as not only holding specialized knowledge that they need and benefit from, but also holding relevant experiential knowledge; in addition, some saw their peers as what Garcia (2010) calls a "force for care" (p. 68). Patients and clinicians saw this care setting and the practices that are part of it-whether clinicians sharing information about their lives or patients checking their own vital signs-as leading to mutually respectful relationships and improved health. These changes in how patients and clinicians view each other serve as a means of questioning power hierarchies by undoing the strong separation between these two groups.
It is important to note that the programs included in this research primarily serve communities of people who have been deeply affected by lack of access to medical care and by discriminatory care. Patients and staff spoke of the effects of past and ongoing trauma on the health of group members and local communities, and believed group visits could play an important role in addressing physical suffering and social isolation by providing healing relationships with clinicians and peers. Several staff described group visits as "mending" patients' negative relationships with clinicians, not by erasing past experiences, but by demonstrating more horizontal and mutually respectful relationships within the group and supporting patients' ability to advocate for themselves with clinicians outside of the group. Patients and staff spoke to the power of peer support to improve patients' physical and mental health. Past research has shown that health care encounters reproduce inequality for marginalized patients (Dubbin et al., 2013; Waitzkin, 1993) ; group medical visits suggest that this need not be the case if the structure of the health care encounter is changed. Group visits expand on access to care, and create an ethic of ownership in which patients can become part of a community while receiving medical care. In the current political moment, group medical visits offer one approach with potential to reduce the vulnerability of those targeted by particular health and political policies. Providing peer support and community integration in a clinical setting can, formally or informally, provide a critical sanctuary.
Author's Note
The content is solely the responsibility of the author and does not necessarily represent the official views of the National Institutes of Health.
